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Since the last issue of THE LINACRE QUARTERLY, the Guild of St. 
Luke of the diocese of Albany, under the sponsorship of the Most Rev- 
erend William A. Scully, D.D., has affiliated with the Federation of 
Catholic Physicians’ Guilds. This new Guild of 128 enthusiastic Cath- 
olic men in medicine was organized on June 19 under the able direction 
of Rev. Edward O'Malley, moderator. Dr. Arthur Wallingford, al- 
ready distinguished in Catholic Action and a nationally known gyne- 
cologist, was elected president. For the officers and executive board of 
the Federation, I extend sincere congratulations and a warm welcome. 


This early affiliation with the national group provokes readily the 
question: “Why a Federation?”’ The Catholic Church is so organized 
that in each diocese the Bishop is the head of the Church. National 
grouping must not and cannot interfere with this spiritual division of 
the Church. While each Guild maintains complete autonomy in local 
affairs as regards the Federation, permission to organize must be 
granted by the Ordinary of the diocese it represents. However, with 
each Guild joined to the other by delegate representation, the small 
voice of Mobile is magnified by the large sound of Cleveland; the faint 
ripple of Sioux Falls becomes a cascading water-fall when coupled with 
the tide of 500 strong from Boston; the minute effort of Dallas becomes 
a true Texas boaster when the greater New York group proclaims from 
the rafters of the Waldorf ballroom that we are Catholic men in medi- 
cine. 


The Guilds as a Federation across the country can accomplish 
much. A few examples are the following: 
1. THe Linacre QuarTERLY you are now reading, through the editor, 


Rev. John J. Flanagan, S.J., has become recognized nationally as a reference 
work on matters pertaining to the philosophy and ethics of medical practice. 


2. Some of his writings for our journal have become part of the Medico- 
Moral Problems series of Father Gerald Kelly, S.J. — an accessible and handy 
moral guide of booklets that are a must in any busy Catholic doctor's library. 


3. THe THomas Linacre Awaro has been instituted to stimulate the Cath- 
olic physician to publish nationally his scientific observations that prove the 
veracity of morally sound medicine. 


4. The transmission of information nationally on the need of, the reason for, 
and the manner of forming a Guild has resulted in a dramatic growth in the num- 
ber of Guilds existing throughout the United States. 

Elsewhere in this issue you will read the accurate and shocking 
appraisal of the Catholic physician in England today, prepared by Dr. 
John Muccigrosso. Dr. John E. Ryan’s publications have been used as 
a reference. When the latter sat in at the Executive Board meeting in 
New York this summer, he remarked: “If we in England had had such 
an organization as you have in America, we would not have govern- 
ment medicine today.” 

We look forward to having all Guilds represented at the winter 
Board Meeting of the Federation in Philadelphia, December 7 and 8. 


WIuaAM J. Ecan, M.D. 
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INTRODUCTION TO STUDY OF 
OCCUPATIONAL DISEASES OF RELIGIOUS 


James T. Nix, M.D., K.S.G. 
Member, Catholic Physicians’ Guild of 


New Orleans, Louisiana 


Editor's Note: Many of the physicians who read THE LINACRE 
QUARTERLY have patients who are priests, seminarians, brothers, or 
sisters. These physicians should find the following study interesting 
and valuable; and they may be able to supplement his conclusions with 
practical suggestions of their own and pass all of these on to priests 
and religious who can make good use of them. Dr. Nix is particularly 
eager to inform others of the “Health Profile’ card described in the 


last part of this article. 
"THE HEALTH of religious is 


a matter of grave concern to 
the Church, and more particularly 
to those religious superiors direct- 
ly charged with guarding the phy- 
sical well-being as well as the 
spiritual growth of individuals in 
their care. As a physician and 
surgeon, | am, in this instance lim- 
iting my observations to physical 
rather than spiritual health. Con- 
cern and solicitude are not enough. 
Health is a recognized commodity 
and should be treated as such. 


Scientific studies of occupational 
habits and environment in many 
fields of industry have proved that 
individuals and groups can acquire 
pre-dispositions to some diseases 
and relative immunity to others. 
It would be interesting and valu- 
able to have similar scientific ap- 
praisals of what, if any, occupa- 
tional diseases or immunities can 
be associated with religious as 
such, and, as a result of data eval- 
uation, to determine what can be 
done to further the usefulness of 
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our much needed and limited num- 
ber of these dedicated men and 
women. The field of such a study 
is, to my knowledge, completely 
untouched. Scientific approaches 
to the occupational diseases of re- 
ligious remain in the limbo of half- 
forgotten things. More attention 
has been placed on plant main- 
tenance than on ‘religious’ main- 
tenance. It is my hope that some 
day a thorough study will remedy 
this neglect. To hasten that day, 
and to awaken interest in a totally 
unexplored field, this preliminary 
report is presented. It is by no 
means meant to be a scientific sur- 
vey, but merely an introduction to 
a sorely neglected subject. 


The scope of this presentation 
is limited to three aspects: 


1. Survey of records. 


2. Tentative classification of fac- 
tors possibly conducive to pre- 
dispositions and immunities. 

3. Analysis of a “Health Profile” 
card. 


ig 8) 


1. SURVEY OF RECORDS 


Records from my late father's 
files and more recent ones from my 
own office furnish a basis for this 
report. 

During my father’s practice of 
more than thirty years, he was 
privileged to be consulted by and 
to treat several thousand religious. 
These were men and women be- 
longing to various orders as well 
as diocesan priests. The ages 
ranged from fourteen through 
ninety years. I have limited infor- 
mation abstracted from the records 
to the following two categories: 

A. Type of operations 
B. Causes of death 


Operations 


For this report, 692 operations 
were reviewed. Findings below are 
listed according to sex: 228 opera- 
tions. were performed on brothers 
and priests; 383 on sisters. The 
findings are merely indicative of 
a possible pattern. For, without 
studies of comparable groups, 
without controls, scientific evalua- 
tion is impossible. 

The most common surgery per- 
formed on priests and brothers 
was: 


Removal of appendix 91 
Repair of hernia 30 
Removal of pilonidal cyst 16 
Circumcision fe 
Removal of varicose veins 

of scrotum 2) 


From my clinical experience with 
both religious and lay groups, | 
have the impression that varicose 
veins of the scrotum and pilonidal 
cysts are more common in priests 
and brothers thanin corresponding 
lay groups. Whether or not this 
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impression could be consistently 
confirmed would require further 
study. 

The most common surgery on 
nuns was: 


Removal of appendix 121 
Conditions of uterus, tubes 

and ovaries 70 
Conditions of the breast 33 
Repair of hernia 10 


Repair of housemaid's knee 10 
Removal of gall bladder 10 


Of the 70 above mentioned op- 
erations on the uterus, tubes, and 
ovaries, only one case of cancer 
of the ovaries and one case of can- 
cer of the uterus were noted. In 
no instance was cancer found orig- 
inating in the mouth of the uterus. 
Of the operations for breast condi- 
tions, approximately one-half were 
complete removal of the breast for 
cancer. Again, judging solely on 
the basis of my experience, I be- 
lieve that breast surgery is more 
common in female religious than in 
corresponding groups of lay wo- 
men. I have the same impression 
concerning housemaid’s knee. 


Causes of Death 


The causes of death of the re- 
ligious naturally vary with the 
geographic location and the date 
of death. For example, the most 
common cause of death among the 
French clergy is pulmonary tuber- 
culosis, yet not one instance of 
lung tuberculosis as the primary 
cause of death was noted in a 
review of the causes of death of 
one hundred American religious. 
Prior to 1900, yellow fever wiped 
out many communities in the Sou- 
thern States, and before the use 
of antibiotics, pneumonia account- 
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ed for 30% of the deaths of the 
American clergy. 

Records of 100 religious male 
and female were reviewed and the 
primary causes of death were: 


Heart failure 34 
Cancer 31 
Pneumonia 8 
Rupture of gall bladder 5) 
Accidents 3 
Miscellaneous DF,| 


Of the deaths due to cancer, the 
locations of origin were: 

Stomach 

Breast 

Large intestine 

Pancreas 

Lung 

Ovary 

Body of uterus 

Brain 

Undetermined origin 


on SS = (SN) GS) IN Gn 


2. TENTATIVE CLASSIFICATION 


In the absence of needed scien- 
tific data, it might prove helpful 
to make a tentative classification 
of those factors of religious life 
that could lead to occupational 
pre-dispositions and immunities. I 
offer six categories: 

1. Community regulations 
2. Celibacy 

3, Diet 

4. Dress 

5. Accidents 


6. Neglect and overwork 


Community Regulations 

Because of the close personal 
contact in a community, the spread 
of colds and other contagious dis- 
eases is likely. For that reason, 
community members with a cough 
of more than one month’s dura- 
tion should be x-rayed in order to 


NovEMBER, 1957 


protect other members of the order 
from possible tuberculosis of the 
lungs. Contact between a com- 
munity member with a suspected 
contagious disease and others of 
the community should be restricted 
as much as possible. 


Smoking is prohibited to female 
religious. In my clinical experience 
with scores of these dedicated wo- 
men, I encountered only one case 
of lung cancer, and that was in an 
81 year old sister who died of the 
malignancy. Further study would 
surely shed light on whether fe- 
male religious are virtually immune 
to lung cancer. Priests, for the 
most part, are not forbidden to 
smoke. It would add greatly to 
our scientific knowledge to have a 
study comparing the health of 
smokers and non-smokers among 
male religious. 


Drinking of alcoholic beverages 
is likewise prohibited in some re- 
ligious communities; in others, es- 
pecially among nuns, the use is 
limited to special feast days. This 
may account for the very low in- 
cidence of cirrhosis of the liver I 
found among nuns. Many of the 
male religious do not have as strict 
a prohibition against alcoholic bev- 
erages; consequently, the danger 
of excessive use of alcohol must 
be constantly faced and guarded 
against by those priests and broth- 
ers exposed to social drinking. 

The kneeling position is an integ- 
ral part of religious life. Prepa- 
tellar bursitis, or housemaid’s knee, 
is seldom seen in the laity because 
modern appliances make prolonged 
work on the knees unnecessary. 
Housemaid’s knee is a ‘disease of 
supplication.” I have found it 
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more common in novices; they 
have not developed the callouses 
of older members of their com- 
munity. I have seldom encountered 
it in priests. 

I believe that most communities 
try to maintain a well-balanced 
ratio between physical and spiri- 
tual well-being. However, there 
are a few who believe that phys- 
ical disease should be ignored or 
endured. It is my impression that 
severe inflammation of the blad- 
der, frequently intractable, is more 
common among religious than 
among lay people. This may be 
due, in a measure, to the habit 
of rigidly adhering to community 
bells (prayer, recreation, meals, 
etc.) which might lead to forced 
rather than reflex control of uri- 
nary habits. It is not my intention 
to encourage religious to become 
hypochondriacs; but, at the same 
time, I would strongly discourage 
placing such undue emphasis on 
religious orders or directives that 
warnings and signals of the body 
are ignored or pushed aside. A 
ruptured appendix cannot be sub- 
limated. 


Celibacy 

It is medically known that pain- 
ful menstruation is greater in vir- 
gins than non-virgins. It is also 
medically known that cystic dis- 
ease of the breast and cancer of 
the breast are greater in women 
who have never nursed children. 
The incidence of painful menstru- 
ation and breast cyst or cancer in 
those religious women under my 
observation would seem to bear this 
out. In addition, as there was not 
a single incidence of cancer of the 
cervix, it would seem that female 
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religious might be immune to this 
type of cancer. 


I am in no position to comment 
on the possible relationship be- 
tween male celibacy and pre-dispo- 
sitions or immunities; priests and 
brothers suffering from prostatic 
and allied disorders are usually 
referred to an urologist. 


Diet 

My experience leads me to be- 
lieve that the high incidence of 
constipation, diarrhea, vitamin de- 
ficiency and peptic ulcer in many 
of the religious I have examined is 
attributable, in a great measure, to 
diet. Because of change of diet 
and habits on entering a novitiate, 
constipation is a common disorder 
of novices and postulants. The 
low-cost high-carbohydrate diets 
of many communities may account 
for frequent instances of vitamin 
deficiency. Probably because of 
the inability of most refectories to 
provide special diets and because 
of the inordinate work-load of 
most religious, incidence of intract- 
able peptic ulcer is usually high. 
Diabetic diets likewise are seldom 
followed scientifically; foods are 
usually selected by an appointed 
rather than a trained dietician, and 
chosen frequently because of cost 
rather than nutritional value. Re- 
heating of previously prepared 
meals often leads to outbreaks of 
diarrhea. 


How prevalent obesity is among 
religious is a matter for specula- 
tion. Obesity could be due to the 
fact that religious have given up so 
much that their attention is acute- 
ly directed to the palatability of 
food. Or again, obesity could be 
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due to a diet too high in fats and 
starches, as previously mentioned. 
A comprehensive analysis of the 
problem might even suggest other 
explanations. 

A fiinal word on diet merits 
reference to what could be called 
the “Mother Provincial syn- 
drome,’ or the recurrent acute gall 
bladder. When the Mother Pro- 
vincial makes visitation of her 
houses, each community furnishes 
her with delicacies of a high fat 
content. She is unable to follow 
any dietary restrictions in her 
travels to the various houses, and 
operative removal of the gall blad- 
der frequently results. 

I have had no occasion to ob- 
serve whether or not a similar 
“syndrome” exists among Father 
Provincials, 


Dress 


How far the voluminous robes 
of nuns contribute to poor posture, 
round shoulders and curvature of 
the spine remains to be deter- 
mined accurately. Similarly, those 
postural and low-back disorders 
of nuns whose teaching in the 
lower grades requires much bend- 
ing, could profitably be studied in 
relation to comparable groups of 
lay teachers. 


Headdresses present a prob- 
lem, especially if they are of flam~- 
mable material. Sisters working 
in the kitchen or laundry have 
suffered serious, and occasionally 
fatal, burns due to flammable head- 
gear. Apart from the fire-hazard 
aspect, I have noted that young 
sisters who wear their headdresses 
exceedingly tight are more subject 
to ear infections and blood vessel 
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compression headaches than older 
members of their order. 


Fungus infections such as ath- 
lete’s foot, and dermatitis of the 
arm-pits seemed to be more fre- 
quent among religious than among 
lay groups. This makes one won- 
der whether insufficient aeration 
and constant use of black clothes 
play an unusually important role 
in the health of religious—a spec- 
ulation that should be pursued 
further. 


Accidents 


As novices, postulants and semi- 
narians devote much of their free 
time and energy to sports, fractures 
and accidental injuries are most 
common. Sports involving body 
contact should be indulged in only 
when the participants are properly 
protected and in good physical 
condition. 


Neglect and Overwork 


Neglect can be manifested in 
many ways. Buildings constructed 
with long flights of stairs aggra- 
vate heart disorders. Inaccurate 
or incomplete medical records 
maintained by the community on 
the individual religious often re- 
sult in poor and late diagnosis. 
Work can and is often carried 
to excess. Insufficient financial re- 
sources and inadequate staffs, 
often mean burden of overwork. 

Psychiatric care is often de- 
layed because of the time, expense, 
and embarrassment involved. Psy- 
chiatric disturbances, if judged 
solely by my experience, have not 
been very frequent among nuns, 
and less frequent, although more 
severe, among priests and brothers. 
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An entire thesis could be writ- 
ten on the subject of neglect of 
colored religious by Catholic hos- 
pitals and Catholic physicians and 
surgeons. Many Catholic doctors 
do not treat colored religious. 
Others reserve a special time for 
the latter, when white patients are 
not in the office. As a result, col- 
ored religious who go to these 
doctors must be “‘sick on schedule” 
(to borrow a good old army 
phrase) or remain uncared for un- 
til symptoms reach the emergency 
stage. There are Catholic doctors 
who receive in their offices and 
treat colored religious on the same 
basis as white patients; but these 
doctors encounter an almost insur- 
mountable obstacle in the matter 
of admitting colored religious to 
Catholic hospitals. There are sim- 
ply no beds, much less private 
rooms, for these dedicated men 
and women. In general, as private 
medical and hospital facilities in 
Southern States are inadequate for 
the negroes, treatment of their re- 
ligious is largely in the public hos- 
pitals. Colored religious are nat- 
urally reluctant to be hospitalized 
in a ward with eight or ten lay 
people; for that reason they post- 
pone visiting the doctor. 


3. HEALTH PROFILE 


Widespread use of a Health 
Profile System would furnish data 
enabling a scientific appraisal of 
the occupational hazards of a re- 
ligious life, and the establishment 
of control values for comparison. 
The figures “I’’ and “II” appear- 
ing below represent both sides of 
a health profile card which I have 
devised. This card is now being 
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currently used by several large 
communities in this area. The pro- 
file card is kept in triplicate, one 
copy reserved for the provincial, 
one copy for the community's phy- 
sician,and one copy accompanies 
the individual religious. The face 
of the card (Figure I) shows im- 
munization and medical screening; 
all measures referred to are per- 
formed either by the infirmarian 
or by the community physician. 
The medical screening at yearly 
intervals aids detection of early 
rises in blood pressure, change in 
sight, onset of diabetes, tubercu- 
losis and other diseases. Drug 
sensitivity is listed in order that 
severe allergic reactions to penicil- 
lin, tetanus antitoxin and other 
drugs can be avoided. Extreme 
allergic reactions induced other 
than by drugs are also noted. 
Some day physicians will regard 
religious as we presently regard 
military personnel, and see that 
immunizations have been recent 
and maintained. On the reverse 
side of the card (Figure II), pos- 
itive laboratory and x-ray stud- 
ies, diagnosis and operations are 
to be noted. This information is 
to be filled out on the transfer of 
religious from one locality to an- 
other, or from one doctor to an- 
other, in order that the new phy- 
sician may be fully cognizant of 
previous diseases and operations, 
thus facilitating emergency treat- 
ment, if necessary, and avoiding 
useless, repetitious, and expensive 
diagnostic tests. The new com- 
munity is advised of any dietary 
restrictions or limitations of activ- 
ity. The provincial is kept informed 


‘of the capabilities of individual re- 
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ligious, and is thus better able to 
control assignments to full or lim- 
ited duty. 


The community physician can 
learn from the industrial physician 
the economics of illness and the 
significance of religious hours lost. 
As industries require yearly check- 
ups to protect their investments in 
supervisory and executive person- 
nel, so religious in similar capacity 
should be examined prior to and 
after appointments. If serious de- 
ficiencies are noted, replacements 
could be trained on the job to per- 
form their designated duties. 


Although “Entrance Disability” 
is noted on the card (Figure I), 
disease in general among religious 
could be considerably reduced if 
standard admission requirements 
were used to eliminate those phys- 
ically or mentally unfit for the 
strain of religious life. At present, 
each community has different med- 
ical requirements, and many have 
practically none at all. Competent 
medical opinion could help to eval- 
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uate the suitability of candidates. 
However, if requirements too se- 
vere and inflexible were adopted, 
many true vocations might be lost. 
I have personally known excep- 
tional cases of competent religious 
who were victims of congenital 
syphilis, epilepsy, tuberculosis, to 
mention only a few of those dis- 
eases which might have induced a 
doctor to make an adverse recom- 
mendation. It is always well to 
bear in mind that the best medical 
recommendations can never envis- 


age the efficacy of the grace of 
God. 


In summary, the health of our 
religious is a matter deserving ser- 
ious study and more intensive 
medical research. While awaiting 
conclusive data, I believe it is fair 
to predict that the health of re- 
ligious can best be served by a 
combination of good medical rec- 
ords, good preventive care, an 
interested physician, and an alert 
superior. 
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NAME: 


ENTRANCE DISABILITY: 


MEDICAL PROFILE: 
IMMUNIZATION 


Date Tetanus Polio 


HEALTH PROFILE CARD 


Pox Date 


Wt. 


OTHER ALLERGIES: 


Blood 
Pressure 


DATE OF BIRTH: 


DRUG SENSITIVITY: 


MEDICAL SCREENING 


Eye 


Ear Urine X-Ray 


— + 


TO BE FILLED OUT ON TRANSFER 


POSITIVE LAB. & X-RAY STUDIES 


(Figure I) 


DIAGNOSIS AND OPERATION 


Date 


DIETARY RESTRICTIONS: 
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YES 
NO 


LIMITATION OF ACTIVITY: YES 


CIRCLE ANSWER—EXPLAIN IF YES 


(Figure Il) 


NO 
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PAIN AND ANESTHESIA: 
A PAPAL ALLOCUTION 


COMMENTARY BY 


John J. Lynch, S.J. 
Professor of Moral Theology, Weston College, Weston, Mass. 


On February 24, 1957, Pius XII 
received in audience an interna- 
tional group of some five hundred 
physicians and surgeons assembled 
in Rome, and spoke to them on the 
subject of pain prevention and an- 
esthesia.! His choice of topic was 
occasioned by three questions sub- 
mitted to His Holiness some 
months previously by the Ninth 
National Congress of the Italian 
Society of the Science of Anesthe- 
tics. The questions were these: 

1. Is there a general moral obligation 
to refuse analgesia and to accept physical 
pain in a spirit of faith? 

2. Is it in accord with the spirit of the 
Gospel to bring about by means of nar- 


cotics the loss of consciousness and of the 
use of a man’s higher faculties? 

3. Is it lawful for the dying or the sick 
who are in danger of death to make use 
of narcotics when there are medical rea- 
sons for their use? Can narcotics be used 
even if the lessening of pain will prob- 
ably be accompanied by a shortening of 
life? 


The first of these questions re- 
fers to man’s obligation, if any, to 
endure physical suffering, and 
might be paraphrased in some such 


1The official text of this address, de- 
livered in French, is contained in Acta 
Apostolicae Sedis 49 (Mar. 27, 1957) 
129-47. The English translation of ex- 
cerpts quoted in this commentary is taken 
from The Pope Speaks 4 (Summer 1957) 
33-49. See also Catholic Mind 55 (May- 
June 1957) 260-78. 
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words as these: is one always 
obliged in conscience to accept the 
bodily pain with which he may be 
afflicted, or are there legitimate 
means of avoiding or alleviating 
it? The problem here presented 
prescinds from the nature of the 
analgesic to be used, whether it 
involve total or partial anesthesia. 
It is concerned exclusively with 
the end-product achieved, viz., es- 
cape from pain, and inquires as to 
the lawfulness of that intended ef- 
fect. 


The second question goes a step 
further and, in anticipation of a 
favorable answer to the first, asks 
whether it would be “compatible 
with the spirit of the Gospel’ to 
make use of those analgesics which 
induce even total unconsciousness 
and thus suspend the functioning 
of one’s rational faculties. The 
point at issue here is not the mor- 
ality of avoiding pain, but rather 
the lawfulness of escaping it by 
means which affect adversely the 
operations of intellect and will. (It 
is not immediately clear whether 
the phrase ‘‘compatible with the 
spirit of the Gospel” was intended 
to mean ‘‘in accordance with one’s 
strict conscience obligations” or 
“consistent with that ideal of 
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Christian perfection which is be- 
yond the call of strict duty.” But 
as will be seen, the Pope answered 
the question as understood in 
either sense. ) 


The final problem posed is a 
still further subsumption on the 
preceding two: in the likelihood 
that narcosis, besides relieving 
pain, will also hasten death, may 
one licitly administer to the dying 
or those in danger of death anal- 
gesics which are medically indi- 
cated? 

(Before taking up these specific 
problems, the Pope spoke at some 
length on the nature, origin, and 
development of anesthesia over the 
last century. His words pay high 
tribute to those men of both past 
and present generations who have 
contributed most to the science 
and art of anesthesiology. The 
modern anesthetist, so often the 
“forgotten man” on the surgical 
team, should find this first section 
of the Pope's address especially 
gratifying in its laudatory recog- 
nition of the important and exact- 
ing role which proper anesthesi- 
ology plays in successful surgery. ) 


MUST PHYSICAL PAIN BE 
ENDURED? 

There are certain extraordinary 
circumstances, as Pius indicates, 
which might demand the accep- 
tance of physical suffering as a 
matter of serious obligation. If one 
is faced with but two alternatives, 
viz., either to endure pain or in 
escaping it to act contrary to a 
grave moral obligation — the 
choice, for instance, of either sub- 
mitting to martyrdom or denying 
the faith — only the one alterna- 
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tive, suffering, is permissible. But 
such a situation admittedly is not 
the one envisioned by the doctors 
who proposed the question. What 
concerned them was the possibil- 
ity that pain in itself, regardless 
of circumstances, is obligatory 
whenever God permits it to strike, 
and that in conscience we have no 
choice except to bear what suffer- 
ing comes our way. 


Understanding the question in 
this sense, the Pope gave the neg- 
ative answer that was to be ex- 
pected: speaking in terms of strict 
obligation, we are never required 
to will suffering for its own sake. 
“Physical suffering becomes nec- 
essary, and must therefore be ac- 
cepted, insofar as without its aid, 
mastery over self and its disord- 
erly tendencies is unattainable. But 
to the extent that it is not re- 
quired for this purpose, it cannot 
be asserted that there is any strict 
obligation in the matter.’’ In other 
words, pain is not a necessary end 
in itself, but can sometimes be a 
means for avoiding sin or the dan- 
ger of sinning. Only insofar as it 
becomes a necessary means to that 
end can its acceptance be called 
obligatory and its rejection sinful. 


But apart from any considera- 
tion of obligation and sin, does 
not the deliberate evasion of pain 
contradict the ideal of Christian 
perfection and imply a lack of the 
spirit of faith? At first sight it 
may seem that the individual who 
avoids suffering is to that extent 
refusing to share fully in the imi- 
tation of Christ and thereby re- 
jecting an opportunity to achieve 
the ultimate in Christian perfec- 
tion. But to put a theological truth 
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quite prosaically, first things come 
first. The prime essential to the 
following of Christ is the will to 
love God and to obey Him in all 
His commandments. In some cir- 
cumstances physical suffering is 
helpful or even necessary to that 
end, and is accordingly either ad- 
visable or obligatory. But in many 
instances pain is an obstacle to the 
fulfillment of more important 
functions, and as such is more 
prudently avoided, if possible by 
legitimate means. Pius, for exam-~- 
ple, draws a picture of the ideal 
follower of Christ: 


When a Christian performs, day after 
day, from morning till night, all the du- 
ties imposed by his state in life, his pro- 
fession, and the laws of God and man, 
when he prays with recollection, works 
wholeheartedly, resists his evil passions, 
shows his neighbor the charity and serv- 
ice due him, and endures bravely, with- 
out murmuring, whatever God sends him, 
he is always living under the standard 
of Christ’s Cross, whether physical suf- 
fering is present or not, whether he en- 
dures it or avoids it by permissible means. 


Can these first duties be best car- 
ried out while suffering pain or 
only if relieved of it? As each one 
answers that question honestly for 
himself, he more prudently chooses 
either to endure physical suffering 
or to take lawful means to escape 
ats 

Thus, in summation of his an- 
swer to the problem of obligatory 
suffering, the Pope concludes: 

The patient desiring to avoid or relieve 
pain can in good conscience use those 
means discovered by science which, in 
themselves, are not immoral. Particular 
circumstances can impose another line of 
conduct, but the Christian's duty of re- 
nunciation and of interior purification is 
not an obstacle to the use of anesthesia, 
for that duty can be fulfilled in another 
way. The same rule applies also to those 


precepts of the Christian ideal which go 
beyond the requirements of duty. 
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If this is true for patients, it also 
follows for anesthetists that: 


The fundamental principles of anes- 
thesiology, as a science and an art, and 
the end it pursues, give rise to no diffi- 
culties. It combats forces which, in a 
great many respects, produce harmful ef- 
fects and hinder greater good. 


The doctor who accepts its methods 
enters into contradiction neither with the 
natural moral order nor with the specifi- 
cally Christian ideal. He is seeking, ac- 
cording to the Creator's ordinance (cf. 
Gen. 1, 28), to bring suffering under 
man’s control. To do so he makes use 
of scientific advances and technical skill 
in keeping with the principles We have 
set forth and which will guide his deci- 
sions in specific cases. 


NARCOTICS AND LOSS OF 
CONSCIOUSNESS 

It may strike doctors as strange 
that an issue should be made of 
the lawfulness of anesthesia, either 
total or partial, since the use of 
anesthetics, especially in surgery, 
is so often patently necessary and 
so generally accepted. But the fact 
remains that recourse to anesthet- 
ics is permissible only under cer- 
tain conditions, although beyond 
question these conditions are fre- 
quently verified, especially in sur- 
gical cases. The first requirement 
is that there be sufficiently serious 
necessity — which generally con- 
sists in the physical needs of the 
patient and his own greater good 
—for suspending the function of 
rational faculties either totally or 
partially. In this regard the mor- 
alist demands no more of the anes- 
thetist than would the latter's own 
medical conscience: to employ that 
anesthetic which is surgically in- 
dicated and best adapted to a suc- 
cessful operation. While stressing 
the importance of proportionate 
reason for inducing unconscious- 
ness, and condemning the use of 
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narcotics merely for the pleasur- 
able sensations they arouse, the 
Pope readily concedes that the de- 
cision to anesthetize and the prop- 
er choice of anesthetic is essential- 
ly a medical consideration. 


(Pius also calls attention to the 
obligation of professional secrecy 
which must be observed by the 
surgeon and his assistants who 
may hear from a semi-comatose 
patient information of a private 
nature. Their responsibility in 
these circumstances is in a sense 
greater than usual, since the pa- 
tient has no control over his speech 
and under the influence of drugs 
may reveal matters which in his 
rational moments he would con- 
ceal even from his doctor. ) 


_ It is in this section of his ad- 
dress that the Pope makes his most 
explicit statement to date concern- 
ing the medical use of hypnosis. 
After stating the precautions which 
should attend the use of anesthesia 
in general, Pius goes on to say: 
“There is no essential difference, 


from the moral standpoint, wheth- © 


er this result [reduced conscious- 
ness] is obtained by the adminis- 
tration of narcotics or by hypnosis, 
which can be called a psychic an- 
algesic.’’ However, just as the ad- 
ministration of any anesthetic must 
conform to certain medical stand- 
ards, so also must the practice of 
hypnotism: 

The subject which engages Us here is 
hypnosis practiced by the doctor to serve 
a clinical purpose, while he observes the 
precautions which science and medical 
ethics demand equally from the doctor 
who uses it and from the patient who 
submits to it. The moral judgment which 
We are going to state on the suppression 


of consciousness applies to this specific 
use of hypnosis. 


But We do not wish what We say 
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of hypnosis in the service of medicine 
to be extended without qualification to 
hypnosis in general. In fact, hypnosis, 
insofar as it is an object of scientific 
research, cannot be studied by any casual 
individual, but only by a serious scholar, 
and within the limits valid for all scien- 
tific activity. 

It is not a subject for a group of lay- 

men or ecclesiastics to dabble in, as they 
might in some other interesting topic, 
merely for experience or even as a 
simple hobby. 
This is substantially what theolo- 
gians have been teaching about 
hypnosis in recent years since the 
practice became acceptable as an 
effective and respectable medical 
tool. Its indiscriminate use can-~- 
not be countenanced, especially at 
the hands of the professionally un- 
trained. But when valid medical 
reasons can be adduced for hyp- 
nosis as the analgesic of choice, 
it is permitted subject to those 
same precautions which must at- 
tend the administration of any an- 
esthetic. 


But is this degree of freedom 
under natural law entirely com- 
patible with the example of Christ 
on Calvary Who “refused the 
wine mixed with gall because He 
wished to drink to the dregs in 
full consciousness the chalice which 
His Father offered Him"? Again 
the Pope assures us that no rule of 
Christian perfection prevents us 
from taking advantage of legiti- 
mate means to relieve pain, even 
to the extent if necessary of induc- 
ing unconsciousness. The example 
of Christ remains as a source of 
consolation and strength in those 
sufferings which none can avoid 
or which some freely choose to 
bear; but nothing in the Gospel 
or in the teaching of the Church 
obliges us to endure pain when- 
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ever, regardless of conditions and 
circumstances, an occasion to suf- 
fer presents itself, 


In conclusion the Pope provides 
this brief summary of his answer 


to the second question proposed: 


. . within the limits laid down, and pro- 
vided one observes the required precau- 
tions, narcosis involving a lessening or a 
suppression of consciousness is permitted 
by natural morality and is in keeping 
with the spirit of the Gospel. 


ANALGESICS FOR THE DYING 


As the Pope observes, this final 
problem is essentially no more than 
an application of the two previous 
solutions to the special case of the 
dying, although it does introduce 
a further complication of sorts by 
underlining the medical fact that 
in some cases death may be un- 
intentionally hastened by drugs 
administered to relieve pain. In his 
answer, Pius first prescinds from 
this last detail and discusses only 
the more fundamental question as 
to whether the approach of death 
creates an obligation to bear suf- 
fering where none existed previ- 
ously. He then deals with the 
matter of the incidental shortening 
of life by the use of analgesics. 


Must the Dying Suffer? 


Do the dying have any moral 
obligation beyond that of others 
to accept suffering or refuse its al- 
leviation? The Pope’s immediate 
answer is a flat negative: neither 
from natural law nor from Chris- 
tian revelation can such an obli- 
gation be deduced. Even for the 
dying, pain remains no more than 
a possible means to an end and not 
an end in itself. For some, suffer- 
ing will be a source of merit, an 
- effective instrument for their 
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growth in love of God and resig- 
nation to His will. Many others, 
however, will find that intense, 
protracted pain has rather the con- 
trary effect—it makes prayer most 
difficult or even impossible, and 
creates an insurmountable obstacle 
against those dispositions of soul 
which are most desirable at the 
moment of death. In the one case, 
suffering is spiritually advanta- 
geous, and such a patient has a 
special motive (though not neces- 
sarily an obligation ) to accept pain 
as approaching death signals the 
end of his opportunities for ac- 
quiring supernatural merit. In the 
other case, suffering becomes a 
spiritual threat which can perhaps 
best be averted by analgesics. 

In either instance it should be 
clear that the decision to endure 
pain or to escape it by legitimate 
means is essentially a decision for 
the patient himself to make if he 
is able. When a dying person is 
able and willing to suffer, it would 
be clearly an injustice to force 
drugs upon him against his ex- 
press refusal. 

This answer of the Pope is, of 
course, based on the supposition 
that (1) the dying patient has al- 
ready prepared himself spiritually 
and materially for death and that 
(2) serious medical reason urges 
narcosis. If either of these condi- 
tions is lacking, certain qualifica- 
tions would have to be made. 


First, it should be clear that a 
dying person is not justified in 
seeking release from consciousness 
if he thereby makes it impossible 
for himself to fulfill serious obli- 
gations which he could otherwise 
discharge. Most important of 
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these obligations for a Catholic 
would be that of receiving the last 
sacraments, if possible, while still 
in possession of his rational fac- 
ulties. Even for a non-Catholic 
there remains the serious duty of 
making his peace with God ac- 
cording to his conscience convic~- 
tions and the grace at his disposal. 
Proper disposition of one’s world- 
ly affairs can be another consid- 
eration of serious moment. To 
evade such responsibilities as these 
at the hour of death, by deliber- 
ately and unnecessarily making 
oneself permanently incapable of 
them, cannot be reconciled with 
moral law. And it follows as a 
corollary that the doctor who 
would grant such a patient’s re- 
quest for narcosis would be equal- 
ly guilty, and far more so the doc- 
tor who on his own initiative 
would render a dying patient in- 
capable of discharging these obli- 
gations. 


But suppose a dying patient in 
great distress, who obstinately re- 
fuses to make proper preparation 
for death and persists in his de- 
mand for narcotics which will de- 
prive him of the adequate exercise 
of his rational faculties. Is the doc- 
tor then justified in yielding to his 
request? If reasonable efforts fail 
to persuade the patient to do the 
proper thing, the doctor can with 
good conscience administer a 
proper narcotic. For as Pius ex- 
plains, it is then the patient’s per- 
verse will which is totally respon- 
sible in the moral sense for the 
sin involved. The doctor, intend- 
ing only to relieve from pain, 
merely permits the resultant evil 
(unrepentant death) and does not 
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cooperate in it in any sinful fash- 
ion. ‘“Whether or not he [the pa- 
tient] obtains relief from pain,” 
the Pope concludes, “his behavior 
will be the same. He will not carry 
out his obligation. Granted that 
the possibility of repentance is not 
excluded, there is still no serious 
probability of it, and who knows 
even that he will not be hardened 
in evil?” 

Another possibility suggested by 
the Pope himself is that of a dying 
patient—presumably one who has 
already made adequate prepara- 
tion for death—whose pain, if any, 
does not require the type of drug 
which would deprive him of con- 
sciousness. What is to be said if 
such a patient is administered a 
narcotic which, without in any way 
hastening death, would neverthe- 
less induce unconsciousness? Cer- 
tainly Pius is not speaking here of 
medication which might be re- 
quired to insure a normal amount 
of sleep for a patient—the ordi- 
nary sleeping pills prescribed at or- 
dinary intervals. What he seems 
to imply is a more or less perma- 
nent comatose state induced solely 
in order to obliterate the realiza- 
tion of approaching death. 


The suggestion of such a pro- 
cedure—even on the understand- 
ing that death is in no way has- 
tened thereby — would probably 
offend the sensibilities of any per- 
son of faith, although he might be 
at a loss to specify the precise rea- 
sons why it is offensive to him. 
The Pope gives three: (1) the 
practice would be, without ade- 
quate reason, at variance with the 
example of Christ Who chose to 
meet death fully conscious; (2) it 
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is contrary to the mind of the 
Church as expressed in her ritual 
prayers for the dying; and (3) it 
is repugnant to human sensibilities 
to deprive a Christian of the help 
and consolation to be derived from 
a final prayer and word with those 
closest to him. 


Narcotics Which Hasten Death 


There can be no discussion 
about the permissibility of using 
any medication deliberately in- 
tended to hasten death, even of a 
person already doomed. Direct 
killing, i.e., recourse to any lethal 
means with the intention of ter- 
minating or shortening innocent 
human life, is always forbidden, 
even if ‘‘dignified’’ under the title 
of euthanasia. But it is a matter 
of medical fact that the condition 
of a dying person may be such 
that drugs, by their nature de- 
signed to relieve pain and admin- 
istered solely for that purpose, 
may have the additional effect of 
hastening the moment of death. 
May drugs of this kind be pre- 
scribed for such a person if no 
less harmful analgesic is available? 
This is the final question consid- 
ered by the Pope in this address. 


First, it must be stipulated that 
the drug in question be truly an 


analgesic in its own right and not 
merely a lethal agent; i.e., it must 
be capable of deadening pain, not 
through the intervention of death, 
but because of its own analgesic 
properties. Secondly, death may 
not be the object of direct inten- 
tion on the part of either patient 
or physician, And finally, the con- 
dition of the patient must be seri- 
ous enough to compensate for the 
incidental shortening of life; ie., 
the pain from which he seeks re- 
lease must be serious and beyond 
the control of any less harmful 
remedy. Granted these conditions, 
the final question submitted to 
Pius may be given an affirmative 
answer. Or in the summary words 
of the Pope himself: 


... you ask Us: “Is the removal of pain 
and consciousness by means of narcotics 
(when medical reasons demand it) per- 
mitted by religion and morality to both 
doctor and patient even at the approach 
of death and if one foresees that the use 
of narcotics will shorten life?’ The an- 
swer must be: “Yes — provided that no 
other means exist, and if, in the given 
circumstances, that action. does not pre- 
vent the carrying out of other moral and 
religious duties.” 


There is nothing theologically 
novel in this papal allocution. But 
it does provide authentic confirma- 
tion of what theologians generally 
have taught on matters which 
should be of vital concern to doc- 
tors. 


Co— = 
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THE STATUS OF THE CATHOLIC MEDICAL 
PROFESSION IN THE UNITED KINGDOM 


John G. Muccigrosso, M.D., F.A.C.S., F.I-C.S. 


Member of the Catholic Physicians’ Guild of 
Westchester, New York 


WV HILE it is our primary pur- 

pose to discuss the problems 
facing the Catholic medical pro- 
fession in the United Kingdom un- 
der the Health Service Act, we 
believe that a brief review of the 
development of the Health Act 
and its consequent effects on the 
British medical profession in gen- 
eral, is also indicated. 

In the general election of 1945, 
the Labour Party with a swing 
over to the “black coat’ workers 
and the support of the service 
workers, won a sweeping victory 
on the program of “Let Us Face 
the Future.’ The program includ- 
ed public ownership of the Bank 
of England, the mines, inland sup- 
port, steel manufacture and a 
large scheme of social insurance. 
Among the most important issues 
was the proposed National Health 
Service Act which rounded out the 
socialistic program. The British 
Medical Association fought bitter- 
ly to prevent passage of the Health 
Act, but was unable to overcome 
the determined bid of the Govern- 
ment. Passage of the Act was 
preceded by a barrage of propa- 
ganda with the deliberate inten- 
tion of breaking down the confi- 
dence of the citizen in his physi- 
cian and to discredit the medical 
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profession. The Government also 
received invaluable assistance from 
a group of senior teaching hospi- 
tal consultants some of whose 
names have appeared prominently 
in the Honor Lists in the last few 
years as Barons and Knights. The 
Act was passed in 1946 and went 
into effect on July 5, 1948. From 
this time on, the people of the 
United Kingdom, regardless of 
position or economic status, were 
entitled to complete free medical 
care. 

The doctors in the United King- 
dom were left free to sign a con- 
tract with the Government or stay 
out of the Service. All of the hos- 
pitals, with the exception of the 
Catholic hospitals and a few pri- 
vately endowed hospitals, came 
under complete control of the 
Government. This control did not 
apply in toto to the teaching hos- 
pitals, with the result that the 
staffs of these hospitals obtained 
all the advantages in remuneration 
from the Government with few of 
the restrictions. At first there was 
an attempt by many of the doctors 
to boycott the Service but, before 
long, the majority were forced in- 
to the Service because of econom- 
ic pressure. 

Under the Act, the people are 
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free to choose any general prac- 
titioner in the area in which they 
live, if the doctor accepts them. 
They may change after six months 
provided the doctor has not al- 
ready reached his quota of 2300 
patients. The doctor receives a 
pound a year per patient. With a 
full quota of patients this amounts 
to the equivalent of $6500 before 
taxes. The tax rate on this in- 
come is about 25%. If the patient 
develops a condition that requires 
the services of a specialist, he has 
no choice but to accept the spe- 
cialist to whom he is sent. The 
consultant receives, under the 
Service, payment according to the 
number of “sessions” he gives to 
the State hospital. The maximum 
number for the part-time consult- 
ant is 914 sessions a week, for 
which he is paid approximately 
3000 pounds, before taxes. He is 
permitted to add to this income by 
doing some private work. 


While the general public is not 
entirely satisfied with the system, 
it has learned to accept it. The 
Act has had the effect of eliminat- 
ing ‘charity’ patients and places 
the public in the position of getting 
its medical care as a matter of 
svights lhe’ doctor has been 
made a paid servant of the Gov- 
ernment and he may be called at 
any time for any reason. Because 
of an extremely heavy load, the 
general practitioner runs a clinic- 
type office. While the spirit is 
willing, the doctor finds that he is 
physically unable to give proper 
attention to 2300 patients. Per- 
haps the attitude of the general 
practitioner may be best described 
by a letter published in the British 
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Medical Journal of June 15, 1957 
by R.P.C. Handfield-Jones. 


A correspondent wants to know more 
about our “working load.” Perhaps 
the records of one _ single-handed 
country doctor may interest him. I 
have a list of a little over 2,000. In 
the period January 1 to May 31, 1957, 
a period without a major epidemic, 869 
individuals consulted me; I paid 1,250 
visits and held 2,392 consultations in 
the surgery; a total of 3,642 items of 
service. Many of my colleagues with 
big lists in smoky cities must have 
dene twice as much. How would 
other professions feel about this sort 
of work load? I cannot imagine a so- 
licitor conducting 3,642 interviews in 
five months, being continuously on call 
and liable to a complaint and a fine if 
his clients were not satisfied with his 
efforts. Yet in medicine, as in law, 
good advice is not given by tired men 
in a hurry. Under the National Health 
Service, to make a living general prac- 
titioners must take on more work than 
they can properly do. It is not merely 
that there is no incentive to better 
work; we are forced to do second-rate 
medicine so that we can afford to 
bring up and educate our families. 


This is the prostitution of an honour- 
able profession. I like to feel that my 
patients can consult me with no finan- 
cial barriers between us, and gladly 
suffer the ninety-nine trivial complaints 
that must be heard so that the one 
serious condition is brought to me in 
an early stage while it is still curable. 
But the system breaks down when the 
doctor is too busy to give the time to 
those that need it. The British public 
is getting its family doctors on the 
cheap and the public suffers from the 
system as much as do the doctors. 


Good medical care is not bought at cut 
prices. If the Government cannot af- 
ford to pay us the proper rate for the 
job it is not fit to employ a learned 
profession into whose hands is entrust- 
ed the health of the people. 

For years the British medical 
profession has found it more and 
more difficult to cope with the 
rising cost of living. Since 1951 it 
has reminded the Government that 
it had accepted service under the 
Act on the promise that it would 
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be protected from inflation. The 
Government has consistently 
turned a deaf ear to the pleas of 
the medical profession for relief. 
Finally, in desperation, the British 
Medical Association passed a res- 
olution to quit the Service on Oc- 
tober 2, 1957. When the Govern- 
ment offered to review the situa- 
tion before the Royal Commission, 
the B.M.A., with a surprising 
demonstration of backbone, re- 
fused to appear before the Royal 
Commission. But then, on June 
12, 1957, there was a complete 
turnabout and the B.M.A. decided 
to defer its resolution to quit the 
Service and would present its case 
before the Royal Commission. Dr. 
Solomon Wand, Chairman of the 
B.M.A. council called this deci- 
sion an “armed truce — not the 
end of the fight.’’ He stated that 
the medical profession would pre- 
sent evidence before the Royal 
Commission on the understanding 
that this action would not affect 
its right to press the Government 
to fulfill its promises, public and 
private, to the doctors. Many of 
the doctors, unhappy by this turn 
of events, criticized not only the 
Government but the faint hearts 
among themselves, consultants, 
the Press and patients. Said Dr. 
B. Burns of Sheffield, ‘“As long as 
people can buy a doctor body and 
soul for two cigarettes a week, 
they are not interested in our 
problems.” The final report on 
these hearings will probably not 
be submitted for several years. 
This is the usual procedure in 


England. 


The plight of the British doctor 
is bad, but that of the Catholic 
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doctor is far worse. When the 
Health Act went into effect, the 
majority of medical men served 
under contract law for the first 
time. Like any other contract with 
an employer —the State, the con- 
ditions are laid down by the em- 
ployer, but unlike any other con- 
tract the doctor, for financial rea- 
sons, had no alternative but to ac- 
cept the conditions, even though 
they may be varied from time to 
time by the Ministry of Health. 
Among these is a directive in Sec- 
tion 28 of the Health Act which 
states that contraceptive advice is 
to be given to all women who may 
require it on medical grounds, and 
therapeutic abortions are to be 
done where medical opinion de- 
cides that there is danger to the 
health and safety of the prospec- 
tive or expectant mother. While 
there are yet no public clinics es- 
tablished solely for the purposes 
of artificial insemination, this serv- 
ice is expected to be provided in 
those hospitals where facilities ex- 
ist. The law in England does not 
accept moral principles as a justi- 
fication for violating the terms of 
the contract. The position of the 
medical profession is indicated by 
a report printed in the Medico- 
Legal and Criminological Review 
July - September 1944, Vol. XII, 
Part III, p. 152. Dr. Forbes, rep- 
resenting the Defence Union of 
which the membership includes al- 
most the whole of the medical pro- 
fession, stated that he appreciated 
that there were spiritual and moral 
factors involved, each of which 
called for a full evaluation and 
recognition, and both were likely 
to promote bitter controversy, but 
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he was not satisfied that medical 
practitioners, as such, were really 
concerned with these matters. The 
dominant matter with which they 
were concerned as doctors was the 
proper treatment of the patient, 
and if necessary their own religious 
or moral convictions had to be set 
aside in order that the well-being 
of the patient might secure priority 
of place. 


The Catholic hospitals, under 
the direction of the late Cardinal 
Griffin, decided to stay out of the 
Service for the reason that they 
would not, on moral grounds, be 
able to provide the service de- 
manded under the Health Act. 
Besides, they were not prepared 
for the administration of the hos- 
pitals to come under any direction 
except their own governing boards. 
This decision was made without 
consultation with the Catholic 
medical profession. There is a dis- 
tinct feeling among many Catholic 
doctors in the United Kingdom 
that Catholic medicine should not 
be isolated by way of hospital or 
university teaching but should in- 
termingle with non-Catholic cent- 
ers. There are no Catholic medi- 
cal teaching centers, and any de- 
velopment in this direction could 
never match non-Catholic centers 
in tradition and, therefore, could 
never be as attractive to students 
as are the older institutions. An 
analysis of the background of the 
Catholic doctors in the United 
Kingdom will probably in part ex- 
plain this attitude. There are no 
Catholic universities in England 
so that all of the pre-medical and 
medical training of the Catholic 
doctor is under the auspices of 
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non-Catholic teaching centers. 
While the Catholic Church at- 
tempts to provide some instruction 
on medico-moral principles, the 
Catholic doctor is never actually 
in a position to see the practical 
results of Catholic teaching and the 
only results to which he is exposed 
are those observed in the non- 
Catholic centers. And this is the 
cardinal point — he is left with the 
impression that the moralist teach- 
es one thing and medical science 
another. He fears that he is being 
left in the position of deciding be- 
tween morals and scientific fact. 
He tends to look with more and 
more concern to his future in a 
Service in which possibly 95% or 
more do not hold his moral view- 
point. His whole financial future 
and his status in the medical pro- 
fession will depend on his ability 
to make headway in the Service 
that holds entirely different views 
on certain moral problems from 
those which the moralist has 
taught him. 


While the Church does not at- 
tempt to influence his decision to 
join or stay out of the Service, the 
Catholic doctor must necessarily 
be influenced by his moral convic- 
tions. If he signs a contract, he 
must, in order to practice as a 
Catholic, prefer venues where 
moral problems do not exist. While 
there is no serious prejudice in 
the sphere of medicine by the pro- 
fession itself against Catholic doc- 
tors because of their moral views, 
it is recognized that a Catholic on 
a State hospital staff, particularly 
on the genito-urinary, obstetrical, 
gynecological and psychiatric serv- 
ices can be a disruptive force. For 
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this reason the Catholic doctor is 
generally excluded from appoint- 
ments in State hospitals where the 
disruptive element may appear. In 
tirae, these fields will be complete- 
ly dominated by non-Catholics. 


The doctor who does not sign a 
contract is faced with three alter- 
natives; he may attempt to go into 
private practice, he may emigrate, 
or he may change his occupation. 
There are two reasons why he 
will find private practice difficult. 
In the first place, there are too 
few Catholic hospitals in the 
United Kingdom and these could 
never make provision for a Cath- 
olic medical profession that num- 
bers about 3000 doctors, with a 
proportion of these being Irish 
doctors who have gone to England 
to join the State service for rea- 
sons of security. Besides, these 
hospitals are generally inferior to 
the State hospitals and offer no 
attraction to the aspiring Catholic 
doctor. The only voluntary Cath- 
olic hospital center in London is 
SS John and Elizabeth, not recog- 
nized as a teaching center, having 
only 159 beds — approximately 
10 for maternity; with one Cath- 
olic gynecologist and at least 
50% of the staff non-Catholic. In 
the second place, the public can- 
not pay the fees of a Catholic 
doctor in private medicine while 
at the same time supporting the 
Health Service. If the doctor emi- 
grates or changes his occupation, 
the time will come when the three 
million Catholics in the United 
Kingdom will be deprived of re- 
ceiving special help for those med- 
ical problems in which they ex- 
pect help. The future of the Cath- 
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olic doctor holds no promise of 
freedom from the Service. At 
present at least 85% are in the 
Health Service on a full-time basis 
and another 10% on a part-time 
basis. 


While there has been a serious 
attempt on the part of a few to 
bring about the establishment of 
post-graduate Catholic teaching 
centers where Catholic medico- 
moral principles might be taught 
and practiced, this objective has 
not only not been attained, but the 
possibility is indeed remote. Ac- 
cording to most of the British 
doctors I had the opportunity to 
interview last September at the 
7th International Congress of 
Catholic Doctors in Holland, the 
financing of such a project under 
present conditions, would be ex- 
tremely difficult. The entire bur- 
den would fall on the shoulders of 
a Catholic community that cannot 
afford to support the Health Serv- 
ice and, at the same time, under- 
take the obligation of building a 
sufficient number of hospitals to 
provide for the Catholic medical 
profession. Besides, it would also 
mean financial support to the 
Catholic doctors as they would 
have to be paid on a sessional 
basis as in the State service. There 
are those, however, who feel that 
no sacrifice is too great that would 
permit the Catholics of the United 
Kingdom to have the services to 
which all Catholics are entitled; a 
service that would make it possi- 
ble, particularly for expectant 
mothers, to obtain medical advice 
that is scientifically correct and 
morally acceptable. But, from what 
information I have been able to 
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gather, the Hierarchy would find 
it almost impossible to rally the 
necessary financial support for 
such a project. The only hope we 
can entertain is that the British 
Medical Association will carry out 
its threat to quit the Health Serv- 
ice. As the result of such action, 
all of the doctors would return to 
private practice and the Catholic 
hospitals would then have the op- 
portunity to be supported by the 
Catholic community and the 95% 
of the Catholic doctors who are 
presently in the Service. This is 
wishful thinking! The real miracle 
would be a change in the laws of 
the land that would permit Cath~- 
olic doctors to practice without 
prejudice to their personal moral 
principles. In this case, the Cath- 
olic hospitals might be able to join 
the Service and the problem of 
. Catholic teaching centers would 
be solved. 


There is a great deal of antag- 
onism toward the Catholic medi- 
cal profession that mainly comes 
through the medium of the Press. 
There are frequent and vitriolic 
attacks which are considered by 
many to be a reflection of public 
opinion and are mainly centered 
about the ‘mother and baby”’ prob- 
lem. While in Holland, I had oc- 
casion to read an article in the 
Scottish Daily Mail of September 
10, 1956 which suggested that 
most of the expectant mothers in 
Britain dread the ministrations of 
a Catholic doctor because he is 
willing to sacrifice the life of the 
mother to save the baby. The 
writer further states that the first 
question nine out of ten mothers 
ask the doctor is, “Are you a Cath- 
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olic?” He adds that the ‘‘anxiety 
wave’ occasioned by the pro- 
nouncement of the Holy Father in 
1951 when he addressed the 
“Family Front,” rather than sub- 
siding, is causing ever increasing 
worry among expectant mothers, 
It is obvious that this article, as 
well as many others that have ap- 
peared constantly in the news- 
papers and other periodicals, is an 
exhibition of the type of reporting 
that is deliberately slanted and in- 
tended to keep alive an ‘‘anxiety- 
wave’ that has been actually fos- 
tered by the British Press as part 
of vicious propaganda against 
the Church and the Catholic med- 
ical profession. A nationwide con- 
troversy was occasioned by the 
statement made by the Holy Fa- 
ther when he said, “Any at- 
tempt on the life of an innocent 
human being . . . to the end of 
saving another life is unlawful.” 
Then at about the same time, 
Archbishop Campbell of Glasgow, 
labelled therapeutic abortion as 
plain murder when he said, “Stop 
talking about terminating the 
pregnancy and call it killing the 
baby — and therapeutic abortion 
becomes unthinkable.” 


On September 14, 1956, Rev. 
Alan Keenan, O.F.M., co-author 
withJohi FE. Ryan, F.R.C.S.; of 
Marriage: a Medical and Sacra- 
mental Study, at the request of the 
Glasgow Observer, wrote an ar- 
ticle in answer to this particular 
attack and was asked to explain 
why the fears created by misin- 
formed and confused writing are 
not only morally dangerous — but 
are also medically groundless. Af- 
ter discussing the Church's posi- 
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tion on therapeutic abortion, he 
made the observation, ‘There 
are more ways of distorting the 
truth than by telling lies. If 
journalists must discuss Catholic 
teaching, especially in the sphere 
of life, teaching which His Holi- 
ness defines as ‘one of the es- 
sential foundations not only of 
conjugal morality, but of social 
morality in general,’ then they 
should either give the whole of the 
the Church’s teaching or leave the 
matter alone.” “Moreover,” he 
adds, “women who question wheth- 
er their doctors are Catholic are 
wasting their time. There are 
practically no Catholic consultant 
gynecologists in the State hospi- 
tals. They are a vanishing race.” 
He quotes the reports of Dr. Ryan 
in England and Dr. Greenhill in 
the United States, showing that 
there is never a real medical indi- 
cation for therapeutic abortion and 
that records prove that the mor- 
tality rate in hospitals where ther- 
apeutic abortions are done is no 
better than in those hospitals where 
therapeutic abortions are prohibi- 
ted. He finally makes a plea for 
the development of more and bet- 
ter Catholic maternity hospitals 
where Catholic gynecologists and 
obstetricians may be trained. 


Against these attacks by the 
Press there is very little Catholic 
Action on the part of the profes- 
sion itself. There are about 800 
out of the total of about 3000 doc- 
tors who are members of Catholic 
Medical Guilds. However there 
is no public concerted action be- 
cause of a strict code governing 
the relationship between the medi- 
cal profession and the Press in the 
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granting of an interview, whether 
the doctor be Catholic or non- 
Catholic. The result is that the 
battle for Catholic medicine is 
being fought by the clergy. The 
national Press takes advantage of 
this situation by pointing out to 
the community that the Catholic 
doctor is “‘priest-ridden” and that 
Catholic medicine is mediocre and 
not up to modern standards. The 
Church finds itself in the difficult 
position of being accused of wag- 
ing war against the Church of 
England when it attempts to 
spread its doctrine for the benefit 
of its flock. Several months ago, 
Dr. Geoffrey Fisher, Archbishop 
of Canterbury, said, “There is a 
lot of direct hostility to the Church 
led by the Roman Catholics in this 
country.” In a pastoral letter, pub- 
lished in the Sunday Express on 
June 16, 1957, Dr. William God- 
frey, the Roman Catholic Arch- 
bishop of Westminster, replied, 
“Unfortunately, there are those 
who look upon our endeavors to 
spread the truth as an attack upon 
their own communion.” He then 
continued to explain that the 
Church “will never fail in its mis- 
sion to make known the teachings 
of Christ to all nations of the 
world.” 


The United Kingdom has had 
nine years of medicine under the 
Health Act and whether the Gov- 
ernment be Socialist or Conserva- 
tive it is doubtful if any changes 
will occur that will be of any ben- 
efit to the public, the medical pro- 
fession in general and the Catholic 
doctors in particular. Socialized 
medicine is no longer a party cry 
but a vote-catching cry for either 
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party. The British doctor, always 
a leader in one of the most noble of 
professions, is stripped of his dig- 
nity, forced into civil servitude and 
controlled by political bureaucrats 
and finally reduced to pleading 
with “hat in hand” for economic 
relief. The Catholic doctor, com- 
pletely frustrated, finds himself in 
the serious quandary of choosing 
between a possible “fruitful” ca- 
reer in certain branches of Service 
by compromising his religious be- 
liefs or limiting his practice to those 
fields where moral problems are 
less likely to arise. England calls 
itself a democratic nation while it 
reduces the Catholic minority group 
to the level of inferior citizens; pre- 
vents, by law and the penalty of 
economic pressure, its Catholic 
medical profession from practicing 
according to its own moral prin- 
ciples, abets continued and vitri- 
olic attacks against the Catholic 
medical profession and its Church, 
and finally has permitted the Cath- 
olic hospitals to deteriorate to the 
lowest level of utility. This is the 
spectacle of medical practice in the 
United Kingdom under the Health 
Act! 


No one can deny the right of a 
free people to improve its econom- 


ic status, but this does not include 
the right to own a doctor “body 
and soul” for any price. The med- 
ical profession has always consid- 
ered itself a servant of the people, 
not because the people have the 
right to its services by the impo- 
sition of a civil law, but because 
the doctor has accepted a God- 
given responsibilty to care for the 
ill and the infirm; it is his right and 
privilege to give of himself and 
his skills to his fellowmen because 
of love of God, mankind and his 
work. It is only when a doctor is 
free to practice in the light of his 
own conscience and moral convic- 
tions that he can hope to justify 
his work and his life before his 
Maker—he can never do this un- 
der government compulsion. 
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| Reports on the celebration of the St. Luke's 


Day White Mass are coming to the office now. 


A complete resumé of these will be made in the 


next issue of Linacre Quarterly. 
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EXPERIMENTATION ON HUMAN BEINGS 


Gerald Kelly, S. J. 
Professor of Moral Theology 


St. Mary’s College 
St. Marys, Kansas 


The forthcoming revision of the Medico-Moral Problems series of 
booklets by Father Gerald Kelly, S.J., published by The Catholic Hos- 
pital Association, will include the following chapter in its contents. 
Tue LinAcRE QuarTERLy has Father Kelly’s permission to preview 
the material in this issue of the journal. 


Even medical treatments of 
proved worth are sometimes 
accompanied by risk because of 
the unpredictable reactions of the 
patient. Avoidance of such risks 
for the patient is one purpose of 
the careful diagnosis required by 
.medical societies; and avoidance of 
similar risks for others is one pur- 
pose of the autopsy. Yet, even the 
utmost care cannot completely 
eliminate such risk; and it is not to 
this kind of risk that the expres- 
sion ‘medical experimentation” re- 
fers, Rather, experimentation 
usually means either the use of 
treatments not sufficiently estab- 
lished or the use of procedures 
which have for their precise pur- 
pose the discovery of some truth 
or the verification of some hypo- 
thesis. In the present chapter I 
am following this usual meaning, 
and I am supposing that the ex- 
perimentation involves some de- 
gree of inconvenience or risk for 
the subject. 


In general, the purposes of med- 
ical experimentation are two: to 
benefit the subject (e.g., the pa- 
tient) or to advance medical sci- 
ence and thus benefit others than 
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the subject. When we speak of 
experimentation for the good of 
the patient, we mean primarily for 
the good of the patient; and that 
is the meaning of the first part of 
n. 42 of Ethical and Religious 
Directives for Catholic Hospitals. 
The directive does not, however, 
absolutely rule out experimenta- 
tion which is primarily or even ex- 
clusively for the good of others, 
provided the patient consents and 
the precautions to be explained 
later are observed. My subsequent 
remarks will be concerned with 
both kinds of experimentation: 
namely, for the good of the pa- 
tient; and for the good of others. 


FOR THE GOOD OF THE PATIENT 


Experimental procedures are, by 
supposition, of dubious efficacy. 
Theology manuals generally give 
three rather simple rules for the 
use of such procedures: (1) they 
may not be used if a certainly ef- 
fective remedy is available; (2) 


1 “n, 42 Experimentation on patients 
without due consent and not for the ben- 
efit of the patients themselves is morally 
objectionable. Even when experimenta- 
tion is for the genuine good of the pa- 
tient, the physician must have the con- 
sent, at least reasonably presumed, of the 
patient or his legitimate guardian.” 
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when the only available treatments 
are of dubious efficacy, then the 
one most likely to help the patient 
should be used; and (3) the con- 
sent, at least, reasonably pre- 
sumed, of the patient or his legi- 
timate representative must be had. 


Only the third of these rules is 
an absolute. The first two rules 
are subject to exceptions. For ex- 
ample, if the one certainly effec- 
tive remedy for a disease is a 
long, difficult, and very expensive 
procedure, the patient may try to 
avoid these inconveniences by re- 
sorting to a less certain, but also 
less inconvenient, treatment. In a 
word, the patient may take the 
risk of a less certain remedy pro- 
vided there is a proportionate rea- 
son for it. This is in keeping with 
the general principle enunciated in 
the first part of directive 40: ‘any 
procedure harmful to the patient 
is morally justified only insofar as 
it is designed to produce a propor- 
tionate good.” And it is also in con- 
formity with the provision of di- 
rective 42 that experimentation 
must be “for the genuine good of 
the patient.” If this principle of 
proportionate reason or genuine 
good is conscientiously observed, 
there should be no great difficulty 
in determining when experimenta- 
tion may be used in the interests 
of the patient. 


FOR THE GOOD OF OTHERS 


The literature, both medical and 
theological, on experimentation for 
the good of others is so vast that 
I could not even attempt to cover 
it in a short chapter. My plan is 
to review one representative set of 
scientific articles and to compare 
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the conclusions with the teaching 
of Pope Pius XII. I shall add some 
remarks on abuses and on stan- 
dards of the medical profession. 


1. Articles in Science: 


The articles that I have chosen 
as representative of scientific liter- 
ature, were published under the 
general title, “The Problem of Ex- 
perimentation on Human Beings,” 
in Science, Feb. 27, 1953, pp. 205- 
215. These articles, four in num-~- 
ber, are based on a symposium 
held at the University of Califor- 
nia School of Medicine. They are 
mainly concerned with experimen- 
tation for the advancement of sci- 
ence on normal healthy persons or 
the incurably and fatally ill. As re- 
gards healthy individuals, it is 
conceded that no experiment 
should be conducted until the ex- 
perimenters are in possession of 
the most thorough information 
available from animal and clinical 
studies; and in the case of the in- 
curably ill, palliation must be the 
first medical consideration, Exper- 
imentation, therefore, must be un- 
derstood within these limits. 


In the first article, ““The Re- 
search Worker's Point of View,” 
Michael B. Shimkin outlines the 
whole problem, cites the rules for 
human experimentation formulated 
by the Tribunal at Nuremberg, re- 
fers to similar rules adopted by 
medical committees, and says: 


Analysis of the rules shows that they 
can be reduced to two primary principles: 
First, the investigators must be thorough- 
ly trained in the scientific disciplines of 
the problem, must understand and appre- 
ciate the ethics involved, and must thus 
be competent to undertake and to carry 
out the experiment. Second, the human 
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experimental subject must understand and 
voluntarily consent to the procedure, and 
must not be selected upon any basis such 
as race, religion, level of education, or 
economic status. In other words, the in- 
vestigators and the subjects are human 
beings with entirely equal, inalienable 
rights that supersede any considerations 
of science or general public welfare. 


Giving “The Physician’s Point 
of View,” Otto E. Guttentag ex- 
plicitly discusses the type of ex- 
periment on the sick which “‘is of 
no immediate value to the patient 
but is made to confirm or disprove 
some doubtful or suggested biolo- 
gical generalization.’’ He believes 
such experimentation to be neces- 
sary; yet he points to the fact that 
the conducting of the experiment 
conflicts with the traditional role 
of the physician as the friend and 
helper of the sick man, and the 
physician must be extraordinarily 
careful to preserve the attitude of 
“utmost concern” for the patient's 
welfare. 


The lawyer's side of this ques- 
tion is given by Alexander M. 
Kidd in the third article, ‘Limits 
of the Right of a Person to Con- 
sent to Experimentation on Him- 
self."’ He stresses the legal need 
of consent by any subject for ex- 
perimentations; suggests that it is 
not a matter of good public rela- 
tions for physicians to use any 
procedure on a patient that is not 
for the patient's benefit; and states 
two general limits to the rights of 
persons to permit experimentations 
that are not for their benefit: i.e., 
one may not consent either to 
one’s own death or to an injury 
amounting to a maim. In the last 
article, “Civil Rights of Military 
Personnel Regarding Medical 
Care and Experimental Proce- 
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dures,’ Colonel W. H. Johnson 
cites a military regulation which 
he believes might be the basis for 
authorizing the use of volunteer 
military personnel for experimen- 
tation, but he adds: “Needless to 
say, the Medical Department 
would not receive volunteers in 
this field if it considered the ex- 
perimentation unduly hazardous or 
unnecessary. 


The foregoing paragraphs ex- 
press the main lines of thought in 
the Science articles. They lead, I 
believe, to a conclusion which may 
be expressed thus: experimenta~- 
tion on the healthy or incurably 
ill should, or at least may, be per- 
mitted for the good of others and 
the advancement of science, pro- 
vided (a) that the subject freely 
consents, (6) that no experiment 
which directly inflicts grave injury 
or death is used, and (c) that all 
reasonable precautions are taken 
to avoid even the indirect causing 
of grave injury or death. 


2. Teaching of Pius XII: 


In his address to the histopath- 
ologists (Sept. 13, 1952) and later 
in his discourse to delegates to 
the Eighth Congress of the World 
Medical Association (Sept. 30, 
1954), Pope Pius XII spoke at 
great length about experimenta- 
tion which is primarily or exclus- 
ively for the good of others. It 
will be interesting to compare his 
teaching with the conclusion 
drawn from the Science articles. 

The Pope laid great stress on 
the dignity of the individual and 
on his personal responsibility for 
the care of his health. From this 
it follows that the individual’s con- 
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sent, at least tacit, must be had 
for any medical treatment, 
whether therapeutic or experimen- 
tal. On this point there is perfect 
agreement between the Science ar- 
ticles and the papal teaching. 


The individual, said the Pope, 
is only the administrator of his life 
and bodily members and functions; 
and, because he is only the admin- 
istrator, his power to dispose of 
these things is limited. Thus, even 
as regards treatments for his own 
good, he must observe the law of 
“hierarchy of values’ — for ex- 
ample, he may not permit an oper- 
ation which would completely de- 
prive him of the use of his higher 
faculties, such as freedom and in- 
tellectual cognition, merely to cure 
some bodily or emotional ailment. 
And, as regards experimental pro- 
cedures for the good of others, no 
individual has the right to permit 
things which would “entail, either 
immediately or subsequently, seri- 
ous destructions, mutilations, 
wounds, or dangers.’ These words 
were used in the address to the 
histopathologists. More compre- 
hensive and more detailed is the 
following statement taken from 
the discourse of Sept. 30, 1954: 


What goes for the doctor in regard to 
his patient goes also for the doctor in re- 
gard to himself. He is subject to the same' 
great moral and juridical principles. He 
cannot, therefore, submit himself to scien- 
tific experiments or practices that entail 
serious harm or threaten his health. Still 
less is he authorized to attempt an experi- 
ment, which, according to authoritative 
information, may involve mutilation or 
suicide. The same must be said, further- 
more, of male and female nurses and of 
anyone who may be disposed to give him~- 
self to therapeutic research. They cannot 
submit themselves to such experiments. 


From the foregoing it is clear 
that the papal teaching sets limits 
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to what the subject of an experi- 
ment may permit and that it con- 
demns the attitude of extreme in- 
dividualism which holds that, 
granted a person freely consents 
to an experiment, there is practi- 
cally no limit to what may be done. 
There may be some differences of 
opinion as to the precise limits 
permitted by the Pope; but it seems 
to me that there is no conflict be- 
tween his teaching and the limita- 
tions defined by the Science arti- 
cles. 


It is very important that those 
engaged in medical research and 
experimentation have sound philo- 
sophical attitudes toward man, his 
nature, his rights, and his destiny. 
Pius XII emphasized this and 
strongly condemned two false atti- 
tudes. One of these attitudes is the 
extreme individualism mentioned 
in the preceding paragraph. An- 
other is the totalitarian attitude, 
the view that the individual exists 
for the community and is subor- 
dinated to it as part to whole. The 
most glaring example of this disas- 
trous attitude is the experimenta- 
tion carried on by the Nazi doc- 
tors. Civilization looks with horror 
on these experiments; neverthe- 
less, as Pius XII has very often 
said or implied, the totalitarian at- 
titude did not die with the execu- 
tion of the War criminals. In con~- 
demning this attitude, the Pope 
clearly taught that the individual 
is not a subordinate part of society 
in the same way, e.g., as the hand 
is a part of the physical body; and, 
as a consequence of this, it is 
wrong to invoke the principle of 
totality to justify medical experi- 
mentation for the advancement of 
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science or for the good of others. 

The Science articles do not, of 
course, make explicit mention of 
the principle of totality, because 
that expression is a strictly theol- 
ogical one. Neverthless, they do 
insist on the dignity of the indi- 
vidual and on the fact that he has 
inalienable rights that supersede 
any considerations of science or 
general public welfare. This is 
substantially the same, it seems to 
me, as saying that the individual 
is not subordinated to society as 
part to whole; hence, on this point, 
there is no difference between the 
philosophy underlying the articles 
and the papal teaching. 

My conclusion from a compar- 
ison of the Science articles with 
the papal teaching is that they do 
not differ substantially; hence, 
the points previously given as the 
conclusion of the articles may also 
be used as concrete statements of 
the teaching of Pius XII. 


3. Abuses versus standards: 


What I have written should not 
be taken as a ‘‘whitewashing” of 
abuses by clinical investigators 
and research workers. That there 
are real abuses is clear to me both 
from my reading and from what I 
have been told by doctors. These 
abuses mainly consist in doing 
things without consent or in prac~ 
tically forcing the consent of 
“charity” patients; but in some 
cases risks are apparently taken 
that would not be justified even 
with consent. For example, some 
small things done without consent 


21 say “substantially,” because there 
are some obifer dicta concerning abor- 
tion, euthanasia, and sterilization that are 
not above suspicion. 
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might be making certain tests with 
a needle or practicing with some 
instrument such as a proctoscope. 
These things are done, not for the 
good of the patient, but to build 
up statistics or to give young doc- 
tors practice. Such things do the 
patient no harm but they do annoy 
him. Other abuses concern more 
serious matters: transfusions with 
blood from a person with a serious 
blood disease; giving hormones or 
vaccine to one group that might be 
harmed and withholding the same 
from a group that may need them 
—all for the purpose of having 
“control groups” for research 
projects. I would not want to say 
that these or similar abuses are 
common, but I have good reason 
to believe that they are not entire- 
ly uncommon. And that the Pope 
was conscious of such abuses, and 
perhaps much more serious ones, 
is evident from his address to the 
histopathologists. 


In fairness to the medical pro- 
fession, it should be said that these 
abuses must be attributed to indi- 
viduals’ attitudes and conduct and 
not to published professional stan- 
dards. I have read many profes- 
sional statements and have found 
in them little or nothing that could 
be considered morally objection- 
able. For example, the rules for 
experimentation on human beings 
used at the Nuremberg medical 
trials contain such points as these: 
the absolute need of the enlight- 
ened consent of the human sub- 
ject; the preliminary use, as far as 
possible, of animal experimenta- 
tion and other methods of study; 
the sound hope of fruitful results, 
with due proportion between this 
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and the risk involved; avoidance 
of any experiment when there is 
an a priori reason to believe that 
death or disabling injury will oc- 
cur; the use of all possible precau- 
tions against injury; the complete 
liberty of the human subject to 
terminate the experiment at any 
time when he thinks his physical 
or mental state requires it; and the 
sincere willingness of the scientist 
to terminate the experiment at any 
stage when its continuation is like- 
ly to result in injury, disability, or 
death for the subject. It seems to 
me that there is no conflict be- 


tween these provisions and the 
teaching of Pius XII; rather, they 
seem to make his teaching more 
concrete.® 


3 The text in the ten rules is given in 
Tue Linacre QuarTerty, Nov., 1953, 
pp. 114-115. Rule 5 reads as follows: 
“No experiment should be conducted 
where there is an a priori reason to be- 
lieve that death or disabling injury will 
occur; except, perhaps, in those experi- 
ments where the experimental physicians 
also serve as subjects.” This tentative 
admission that the moral limits might be 
extended when the experimenters them- 
selves are the subjects is the only point 
that seems to conflict in any way with 
the teaching of Pius XII. 
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The Catholic Physicians’ Guild of North Central Montana, Great Falls, 


will observe a time-honored custom in the homes of the members. 


The “Ad- 


vent Wreath” ceremony will help their families prepare for the coming of 


Christmas. The preparation and blessing of the wreath and weekly devo- 


tions are explained in mimeographed sheets available for distribution. A note 
to Robert J. McGregor, M.D., Guild president, McGregor Clinic, Ford Build- 


ing, Great Falls, Montana, asking for a copy will receive attention. This 


lovely practice is observed in many homes. 
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Book Review 


Family Limttatiou 


Joun E. Ryan, M.B., B.S., F.R.C.S. 
Review by 
EDWARD F. KEEFE, M. D. 


The plight of the Catholic gynecologist of the United Kingdom who partici- 
pates in the National Health Service without conforming to its current attitudes on 
abortion, sterilization, and contraception was described to us by Mr. Ryan on his 
visit to the United States this summer. He solved the problem by staying out of the 
N.H.S. An even more difficult problem is faced by the British Catholic couple 
hemmed in by insufficient space for their families and materialistic standards of liv- 
ing. To help them, this booklet was written. The foreword by Rev. Alan Keenan, 
O.F.M., who has a sensitive understanding of the problems faced by Catholic couples, 
explains the moral background of systematic abstinence. 


The booklet is not a layman’s handbook — rather a guide for the physician and 
the patient under his supervision. It brings the system of periodic continence at the 
fertile time up-to-date. Now that basal body temperatures are known to be a valu- 
able index of the time of ovulation, it is obsolete to estimate the time of fertility 
from menstrual records alone. Previous menstrual dates must still be used to estimate 
the possible dates of the next ovulation because no practical sign of impending ovu- 
lation has yet been described. The record of temperatures is used to great advantage 
to tell when each ovulation has occurred. The system is applicable to most women 
and simple enough for them to understand. 


The balanced approach, neither cautious nor exuberant, bespeaks the author's 
experience. He is commended for having brought to publication this subject in which 
Catholic doctors have too often de- 
faulted through ignorance, disinter- 
est or evasion with the result that 
their patients drift out of the 
Church by using contraception. As 
part of his apostolate, every Cath- 
olic physician should own and read 
this booklet, and be able to discuss 
its contents. The advice to a pa- 
tient, “now, don’t get pregnant,” 
carries with it the responsibility to 
advise her how not to, in accord 
with Catholic moral principles. 
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Roll Call 


CATHOLIC PHYSICIANS’ GUILDS 


The listing below gives the name of the president and moderator of each Catholic 
Physicians’ Guild affiliated with the Federation. These groups constitute the national 
organization. 


ALABAMA 


Mobile 
President Moderator 


C. D. Terry, M.D. Rev. P. H. Yancey, S.J. 
1309 South Ann St. 
ARIZONA 
Phoenix 


Victor A. Mutuican, M.D. Rev. JoHN P. Doran 
5340 North 25th Place 


CALIFORNIA 
Los Angeles 


Francis C. Werts, M.D. Rr. Rev. Mser. J. J. TRuxAw 
1233 N. Vermont Avenue 


Sacramento 


ArtTHur F. Wa ttace, M.D. Rr. Rev. Mscr. THomas MARKHAM 
Forum Building 


COLORADO 
Denver 


Joun F. Harrincton, M.D. Very Rev. Mscr. Davin MALONEY 
1850 Williams St. 


CONNECTICUT 
New Haven 


Davip Conway, M.D. Rev. JoHN C. Knotr 
1427 Chapel St. 


Norwich 


Joun W. Supticxi, M.D. Rr. Rev. Msecr. JoHN J. Remtty, V.G. 
40 Slater Avenue 


Stamford 


James V. Hatroran, M.D. Rr. Rev. Mser. N. P. CoLeMANn 
Mason Street 
Greenwich, Conn. 


DELAWARE 
Wilmington 
Joun G. Grarr, M.D. Rev. EuGENE CLARAHAN 
1407 Woodlawn 
ILLINOIS 
Belleville 


James KueseEL, D.D.S. Rey. CLEMENT G. SCHINDLER 
7102 State Street 
East St. Louis, Ill. 
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Rock Island 


C. P. CunnincHam, M.D. 
414 Safety Bldg. 
Rock Island, Illinois 


INDIANA 
Evansville 


DoucLas Giorcio, M.D. 
St. Mary’s Hospital 


Hammond 


VINCENT J. SATARE, M.D. 
6508 Forrest St. 


IOWA 
Davenport 


Roscoe P. Carney, M.D. 
2502 Iowa Street 


Dubuque 


Wape O. Preece, M.D. 
432 Kingbard Street 
Waterloo, Iowa 


Sioux City 
Raywonp J. Dutinc, M.D. 
937 Badgerow Bldg. 


KENTUCKY 
Louisville 


WILERED C, GETTELFINGER, M.D. 


Brown Building 


LOUISIANA 
Alexandria 


R. E. C. Mitter, M.D. 
830 Desoto Street 


Baton Rouge 
W. E. Barker, M.D. 


Plaquemine, La. 
Lafayette 


E. P. Breaux, M.D. 
1308 Myrtle Place 


New Orleans 


Wicuiam H. Harris, Jr., M.D. 


840 Maison Blanche Bldg. 
Shreveport 
Frank F. Marsn, M.D. 
736 Elmwood St. 
Southwest Louisiana 
(Lake Charles) 


Fritz Lacour, M.D. 
624 E. School St. 
Lake Charles, La. 


MASSACHUSETTS 
Boston 
Joun P. Rartican, M.D. 
247 Commonwealth Ave. 
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Rey. JOHN O’CoNNOoR 


Rr. Rev. Mscr. THos. J. CLark 


Rey. Ropert EMMONS 


Rev. JoHN P. DoLan 


Rr. Rev. Mser. T. J. GANNON 


Very Rey. Mser. W. B. BAUER 


Rey. JoHn T. Lyons 


Rey. Marvin J. BorDELON 


Rr. Rev. Mser. H. P. Lonmann, V.P. 


VerRY Rev. BERNARD VOGLER 


Very Rev. T. U. Botpuc, S.M. 


Rev. J. B. GREMILLION 


Rr. Rev. Mser. L. H. Boupreaux, S.T.D. 


Rev. MicHaEL WALSH, S.J. 
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Fall River 
Francis J. D'Errico, M.D. 
130 Rock Street 

New Bedford 
A. P. Harney, M.D. 
119 Mill St. 

Pittsfield 
FREDERICK J. CARPENTER, M.D. 
26 Bishop Parkway 


MICHIGAN 

Detroit 
Paut Muskeg, M.D. 
7529 Oakman St. 
Dearborn, Mich. 

Grand Rapids 
J. R. Lentini, M.D. 
320 Metz Bldg. 

Saginaw 
Tuomas E. FLESCHNER, M.D. 
7450 W. Birch Run Road 
Birch Run, Michigan 


MINNESOTA 
Minneapolis 
F. J. MacCarrrey, M.D. 
407 Medical Arts Bldg. 
St. Cloud 
F. J. ScHatz, M.D. 
307 St. Mary’s Bldg. 


MISSOURI 
St. Louis 
B. C. Portuonpo, M. D. 
3532 Flora Court 


MONTANA 
Great Falls 
Ropert J. McGrecor, M.D. 
301-21 Ford Building 


NEBRASKA 
Omaha 
S. J. Carnazzo, M.D. 
4816 So. 13th St. 


NEW YORK 
Albany 


ArtTHur J. WALLINGFORD, M.D. 


32 Marian Ave. 
Bronx 
James T’. Sutter, M.D. 
1148 Fifth Ave. 
New York 28, N. Y. 
Brooklyn 
CHARLES CraAw_Ley, M.D. 
321 Garfield Place 
Buffalo 
Jos. A. Syracuse, M.D. 
359 W. Ferry St. 
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Rey. DaNnrEL F. SHALLOO 
Very Rev. H. A. GALLAGHER 


Rev. Francis E. HILBERT 


Rev. KENNETH MAcKINNON 


Rr. Rev. Mscr. RAYMOND SWEENEY 


Rev. Francis A. JUREK 


Rev. GEORGE GARRELTS 


Rev. Patrick RILEY 


Rr. Rev. Mser. C. B. Faris 


Rr. Rev. Mscr. JAMEs J. DoNOvAN 


Rev. Austin MILter, S.J. 


Rev. Epwarp L. O'MAatLey 


Rev. Icnatius W. Cox, S.J. 


Rev. STEPHEN P. WaAtsH 


Rev. MICHAEL SEKELSKY 
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Rockville Centre 
JerF J. Corerti, M.D. 
30 Guinea Woods Road 


Old Westbury, L. I., New York 


New York 
Joun L. Mappen, M.D. 
123 E. 69th St. 
Queens County 
JeprHa R. Macrariang, M.D. 
210-05 Hollis Ave. 
Hollis, New York 
Rochester 
Witiiam L. Mappen, M.D. 
296 So. Goodman St. 
Utica 
Patrick Mutuins, M.D. 
264 Genesee St. 
Westchester 
MartTIN Hzaty, M.D. 
35 Outlook Avenue 
Yonkers, New York 


OHIO 
Canton 


James J. Karam, M.D. 
846 Mahoning Rd., N. E. 


Cleveland 
PETER J. Corrican, M.D. 
15100 Lorain Ave. 
Dayton 
RicHARD C. SCHNEBLE, M.D. 
200 Harmon Ave. 
Youngstown 
D. Epwarp PicuettTe, M.D. 
1005 Belmont Ave., Room 320 


OKLAHOMA 
Oklahoma City 
Leo J. Starry, M.D. 
1200 N. Walker 


OREGON 
Eugene 
Wiiiam H. Gaucuan, M.D. 
Medical Center Bldg. 
Portland 
THOMAS JAMES Fox, M.D. 
204 Jackson Tower 


PENNSYLVANIA 
Philadelphia 
(St. Rene Goupil Guild) 
James F. O'Nett, M.D. 
32 Roslyn Ave. 
Glenside, Penna. 


(St. Francis of Assisi Guild) 
Tuomas J. Enciisu, M.D. 
1707 Ritner St. 

JosepH M. Gampescia, M.D. 
255 So. 17th St. 
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Rev. THomas McGLabE 


Rev. JAMEs J. Rowan, SJ. 


Rey. JAMEs H. Firzpatrick 


Rr. Rev. Mser. ArTHuR E. RATIGAN 


Rev. DANIEL E. LAWLER 


Rev. JOHN GOoDWINE 


Rev. Henry M. GALLAGHER 


Very Rev. Mser. FRANCIS CARNEY 


Rey. Epwin M. LemKuH er, S.M. 


Rev. JosEpH Lucas 


Rr. Rev. Msecr. Gitpert HarpDesty 


Very Rev. Epmunp J. MurNaNgE 


Rev. Lupovic J. DERouIn 


Rev. LAURENCE MAHER 


Rev. NELson J. Curran 
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Pittsburgh 
WIiiaM F, Brennan, M.D. 
Jenkins Arcade 


SOUTH DAKOTA 
Sioux Falls 
Wiuiam E. DonaHoe, M.D. 
1600 S. Western 
TENNESSEE 
Knoxville 
RoBeErT Brimi, M.D. 
304 Medical Arts Bldg. 
TEXAS 
Dallas 


JosepH G. ScHAEFERS, JR., M.D. 


8215 Westchester St. 


El Paso 
HERBERT J. Bett, M.D. 
3920 Idalia Ave. 
Houston 
Frep M. Taytor, M.D. 
5634 Valerie 
Bellaire, Texas 
San Antonio 
WiuiaM J. Brock, M.D. 
407 Elizabeth 


VIRGINIA 
Arlington 
STEPHEN J. SHEEHY. M.D. 
824 S. Arlington Mill Drive 
WISCONSIN 
La Crosse 


Frep Skemp, M.D. 
312 State St. 


Milwaukee 
Dona.tp T. Hucuson, M.D. 
2035 Two Tree Lane 
PUERTO RICO 
Santurce 
Ramon M. Suarez, M.D. 
Clinica Mimiya 
Santurce, Puerto Rico 
CANADA 


British Columbia 
(Vancouver) 
Daviv A. STEELE, M.D. 
5383 Granville St. 


Since the August issue of the 
in Philadelphia. The Federation 


Very Rev. Mscr. JOSEPH G. FINDLAN 


Rev. JAMES JOYCE 


Rev. Leo C. BALDINGER 


Rey. LAWRENCE DE FALco 


Rr. Rev. Mscr. Hucy G. Quinn 


Very Rev. Victor B. BREZIK 


Rev. THOMAS FRENCH 


Rev. L. Loncmire SPEIGHT 


Rev. Norman R. SENskKI 


Most Rev. Roman R. ArktEtsk1, D.D. 


Rev. Donato Cavero, S.J. 


Rev. J. A. Leany, SJ. 


journal a second Guild has been organized 
welcomes to membership the Guild of St. 


Francis of Assisi. This group, along with Albany, New York, bring the total 


of affiliated Guilds to sixty-six. 
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His Holiness Pope Pius XII has written the following prayer dedi- 
cating the sick to the Blessed Mother: 


O clement and pious Mother, whose soul was pierced by the sword of sorrow, behold 
us poor sick beside you on the Calvary of your Jesus. 


We, chosen for the sublime grace of suffering and desirous of fulfilling also in our 
own flesh that which is wanting in the Passion of Christ, for that body of His which 
is the Church, consecrate to you our persons and our sufferings, so that you may offer 
them both on the altar of the Cross of your Divine Son as the humble victims of 
propitiation for our spiritual well-being and that of our brothers. 


Accept, O sorrowful Mother, this our dedication and confirm in our hearts the great 
hope that, as we share the sufferings of Christ, we may thus share in His comfort 
here and in eternity. Amen. 


The Holy Father has granted a partial indulgence of 1,000 days 
when recited by a sick person. 


The prayer was read in public for the first time at the conclusion 
of a Eucharistic procession in St. Peter's Square. Present were 5,000 
sick, members of the Society of Voluntary Suffering, who had assem- 
bled in Rome for a congress. 


Remember someone with a subscription to THE 
LINACRE QUARTERLY as a Christmas gift. A remem- 


brance of lasting value. 


A gift note will be sent in your name. 
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